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Background: Current guidelines recommend that adults undergo assessment using the Framingham risk score (FRS), to evaluate CHD risk. A new 
risk assessment tool, the Reynolds Risk Score (RRS), may improve risk prediction. We compared the association of FRS and RRS with coronary artery 
calcification (CAC) incidence and progression as a surrogate for CHD risk in a multi-ethnic cohort.
Methods: MESA is a prospective cohort study of 6814 participants free of clinical CVD at entry. FRS and RRS risk scores were calculated. Incident 
CAC, defined as detectable CAC at follow-up (exams 2-4) among those free of CAC at exam 1 and change in CAC score (volume) among those with 
detectable baseline CAC was assessed. 1674 subjects were excluded due to missing variables of interest or baseline diabetes.
Results: Among 53% (n=2729) with no detectable baseline CAC, 18% (n=510) developed incident CAC at follow up. FRS and RRS had similar 
associations with incident CAC and progression of CAC score (table). The c-indexes for the two risk scores predicting incident CAC were not 
significantly different (0.61 vs. 0.62, p=0.40).
Conclusion: No important differences were observed in the ability of FRS and RRS to predict incident CAC or CAC progression in our multi-ethnic 
population. 
Incident CAC Scores
Relative Risk Ratio (95% CI)*
CAC Score Change
Regression coefficient (95% CI)**
Framingham Risk Score
FRS (continuous***) 1.07 (1.05-1.09), p<0.0001 1.4 (1.1-1.7), p<0.0001
FRS<10% 1 (ref group) 0 (ref group)
FRS≥10% 2.05 (1.58-2.63), p<0.0001 17.7 (12.5-23.0), p<0.0001
Reynolds Risk Score
RRS (continuous***) 1.07 (1.05-1.09), p<0.0001 1.4 (1.1-1.7), p<0.0001
RRS<10% 1 (ref group) 0 (ref group)
RRS≥10% 2.55 (1.97-3.31), p<0.0001 21.6 (16.4-26.8), p<0.0001
Adjusted for race, MESA site and F/U duration
*Assessed using a generalized linear model and binomial error distribution adjusting for covariates.
**Calculated with multivariable adjusted robust linear regression.
***for every 1% increase in risk prediction.
